The ophthalmic surgeon's approach to the eyelid problem associated with facial nervc paralysis is by tradition a conservatively static one. A number of procedures have been devised, a standard example of which is the tarsorrhaphy.
movement, and has enjoyed considerable success in Europe, North America, and Australia (Morel-Fatio and Lalardrie, I967; Guy and Ransohoff, I968; Smith and Cherubini, I970; English and English, I972; Levine, House, and Hitselberger, I972). However, where there is marked involvement of the lower eyelid, the cerclage technique (Arion, I972) iS to be preferred. This applies also when a palpebral spring has to be removed in the event of erosion or rejection.
Procedure
The cerclage procedure is a simple one, which like the eyelid spring requires the cooperation of the patient, and is consequently performed under local anaesthesia. Excessive infiltration of the anaesthetic agent is to be avoided as this may hamper eyelid movement.
Basically two incisions are made (Fig. i) , the first in the medial canthus area to display the medial canthal ligament, and the second over the lateral border of the orbit, extended deeply to demonstrate the orbital rim. A useful cerclage element possessing the necessary physical requirements is the silicone strap as utilized in retinal surgery. This is threaded on to a needle and a firm bite of the exposed medial canthal tendon is taken. The silicone strap is then pulled through, this producing firm anchorage in the nasal region.
With a dental drill, a hole is prepared in the lateral orbital wall in the vicinity of Whitnall's tubercle. The surgeon estimates this site at a level corresponding with the medial attachment of the cerclage.
Fine stainless steel wire is introduced into the bony opening, and its medial end is attached to a large needle contoured to the curve of the eyelid. The needle is then passed in a nasal direction between the skin and tarsus, aiming to create a tract at the mid level of the upper tarsal plate. The point of exit is at the internal angle of the eyelid and the wire is attached to the silicone band. This latter manoeuvre is facilitated by making an opening in the cerclage and threading the wire through, thus ensuring firmer purchase.
The wire is then pulled back along the pre-existing track (Fig. 2) and taken through the bony canal to externalize the silicone thread. A similar procedure is repeated for the lower eyelid. 
